nership in care, there are additional steps that providers can take to fully engage families in hospital and discharge communications.
Meaningful family engagement in hospital communications-eg, during family-centered rounds (FCRs)-has been associated with improved patient safety and experience. [10] [11] [12] To further enhance family partnership in care, we would make the following 3 suggestions for hospitals and healthcare providers: (1) focus on health literacy in all communications with families, (2) work towards shared decision making (SDM), and (3) make discharges family-centered.
HEALTH LITERACY
In order to partner with one another, families and healthcare providers need to speak a common language. A key way to ensure that families and providers speak a common language is for providers to espouse good health literacy principles. Health literacy is the "capacity to obtain, process, and understand basic health information and services to make appropriate health decisions." 13 Health literacy is dynamic, varying based on medical problem, provider, and healthcare system. 14 Overall, only 12% of United States adults possess the health literacy skills required to navigate our complex healthcare system. 15, 16 Stress, illness, and other factors can compromise the ability of even these individuals to process and utilize health information. Yet health literacy is routinely overestimated by providers. [17] [18] [19] To optimize communication with families, providers should use "universal health literacy precautions" 16 with all patients, not just those believed to need extra assistance, in both verbal (eg, FCRs) and written communications (eg, discharge instructions).
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Providers should speak in plain, nonmedical language, be specific and concrete, and have families engage in "teach-back" (ie, state in their own words their understanding of the plan). They should focus on what families "need to know" rather than what is "good to know." They should use simpler sentence structure and "chunk and check" 20 (ie, provide small, "bite-sized" pieces of information and check for understanding by using teachback). 21 In writing, they should use simpler sentence structure, bullet points, active statements, and be cognizant of reading level, medical jargon, and word choice (eg, "has a fever" instead of "febrile"). It is worth recognizing that even highly educated, highly literate families-not least of all those who are physicians and nurses themselves-can benefit from universal health literacy precautions because the ability to process and grasp information is dynamic and can be markedly lower than usual when faced with the illness of a loved one. At a systematic level, medical schools, nursing schools, residency training programs, and continuing education should include health literacy training in their curricula. While learning to speak the language of medicine is an important part of medical education, the next step is learning to "unspeak" it, a challenging but important charge to promote partnership.
SHARED DECISION MAKING
SDM is the process by which providers and patients make decisions together by balancing clinical evidence with patient preferences and values. 22 However, despite providers believing they are engaging in SDM, 23, 24 families report they are often not as involved in SDM as they would like. [24] [25] [26] Indeed, most hospital communications with families, including FCRs and discharge instructions, typically emphasize information sharing, not SDM. SDM tends to be more commonly applied in outpatient settings. 27 To encourage SDM in the hospital setting, patients and families should not only understand communication during FCRs and at discharge but should be encouraged to be active participants in developing care plans, 26 no matter how minor the decisions involved. 28 SDM can be applied to a variety of discussions, both during hospitalization (eg, initiation of antibiotics, transition from intravenous to oral medications, pursuing imaging) and at discharge (eg, assessing discharge readiness, deciding duration of therapy, formulating follow-up recommendations). Providers will benefit from incorporating information from personal and medical histories that only families possess, resulting in more informed and potentially safer care plans that may be more likely to fit into the family's life at home. SDM can also ensure patient and family "buy-in" and increase the likelihood of compliance with the shared plan.
FAMILY CENTERED DISCHARGES
Discharge processes often involve multiple redundancies and parallel processes that fail to actively involve families or promote transparency. 29 Discharge summaries are typically written in medical jargon and intended for the outpatient provider (who may not receive them in a timely fashion), not the family. [30] [31] [32] Separate discharge instructions are often provided to families without sufficient attention to health literacy, contingency planning, or individualization (eg, a generic asthma fact sheet). 30 Outpatient providers are not always contacted directly about the hospitalization, nor are families always informed when providers are contacted, as Solan et al. describe.
Providers can apply lessons from FCRs to discharge processes, pursuing a similar family-centered, interprofessional approach promoting partnership and transparency. Just as providers engage families during discussions on FCRs, they can engage families in discharge conversations with outpatient providers and nursing colleagues. Indeed, Berry et al. propose a discharge framework that emphasizes involvement of and dialogue between patients, families, and providers as they systematically develop and assess plans for discharge and postdischarge care. 33 To accomplish this, inpatient providers can copy families on discharge summaries and other correspondence with outpatient providers (eg, through secure emails or open-source notes such as OpenNotes [34] [35] [36] ). Moreover, particularly for complex discharges, inpatient providers can call outpatient providers in the family's presence or invite outpatient providers to join-via telephone or videoconference-day-of-discharge FCRs or discharge huddles. Such efforts require logistical and pragmatic considerations, as well as culture change, but are not insurmountable and may help address many family concerns around peridischarge communication and care. Such efforts may also promote accountability on the part of families and providers alike, thereby ensuring that families are truly engaged as vigilant partners in care.
As one of us (SC) reflected once when considering her experience navigating healthcare as a parent of 2 children with cystic fibrosis, "We have to make it easier for families to be a true part of their children's care. When patients and families are true members of the medical team, care is more informed, more targeted, and more safe for everyone."
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